Medical units of the US military have operated for more than 15 years in Afghanistan, a country with among the lowest estimates of access to safe, timely surgical and anesthesia care.
1
Surgeons from the US military have delivered humanitarian surgical care (HSC) to local national civilians throughout the conflict, although previous large reports about this care focused on children. 2, 3 To provide a more comprehensive accounting, we conducted a retrospective study on HSC provided by deployed US military medical units to local national civilians during the Afghanistan conflict.
Methods | The Walter Reed National Military Medical Center Department of Research Programs determined that this study was exempt from review by an institutional review board and did not require participant consent as all records received and analyzed by investigators were deidentified. P < .05 was considered statistically significant. Data were collected from January 1, 2002 Discussion | To our knowledge, this report is the largest, most comprehensive account of HSC provided to local national civilians by US military medical units in Afghanistan. Injured patients received most of the procedures, which is consistent with the high burden of trauma in low-and middle-income countries. 1 This report also shows the significant resources committed to noninjury and elective conditions. The procedures included those that are unexpected for combatoriented medical units to perform (such as cataract surgery), reflecting the expertise and logistical support available in these units. Although the outcomes of the procedures or follow-up after discharge could provide valuable perspective, the data set limited our ability to characterize these elements. The scope of HSC that can be delivered by a military medical unit is influenced by the complex interplay of capacity, humanitarian drive, operational tempo, strategic goals, and relationships with local governmental and nongovernmental medical resources. Eligibility and access to HSC varied widely by location, time frame, and cultural limitations. Our findings encourage continued discussion about the goals of and 
Prevalence of Anemia 10 Years After Roux-en-Y Gastric Bypass in a Single Veterans Affairs Medical Center
Obesity is common among US veterans, 1,2 and Roux-en-Y gastric bypass (RYGB) is the criterion standard operation for weight loss. Potential adverse outcomes, such as mineral and/or vitamin deficiency, are well documented, 3,4 but few studies have described long-term outcomes in the veteran population. 5 This study evaluates the prevalence of anemia 10 years after RYGB and assesses whether postoperative bariatric follow-up influences rates of anemia.
Methods | After approval by the institutional review board of Stanford University, we performed a retrospective review of a prospective, 10-year database of RYGB at a single Veterans Affairs Medical Center; the institutional review board granted an exemption for informed consent. We evaluated outcome data and quality of outpatient follow-up. Patients who did not have follow-up with a bariatric specialist more than 5 years postoperatively were compared with patients who had at least 1 visit with a bariatric specialist after 5 years by using a 2-tailed t test and logistic regression. P < .05 indicates statistical significance. The institutional definition of anemia is a hemoglobin concentration of less than 13.5 g/dL for men and less than 12.0 g/dL for women (to convert to grams per liter, multiply by 10.0).
Results | From 2002 through 2006, 102 patients underwent RYGB. We excluded patients lost to or unavailable for follow-up in the National Veterans Affairs system (n = 12), those who underwent revision surgery (n = 1), and those who died during the followup period (n = 15 The study population includes 74 veterans. Preoperative and 10-year postoperative rates are compared. No Follow-up indicates the cohort that did not have follow-up with a bariatric specialist (n = 58); Follow-up, the cohort that had follow-up (n = 16). P values were calculated using the 2-tailed t test, comparing preoperative vs 10-year rates. a P < .001.
b P = .07.
